This research formed part of Dr Wu's PhD. This should be stated at the end of the paper. References 9, 16 are by the same authors. In the case of ref9 , it should be stated how this differs from this publication. The authors should strongly emphasise that the findings only relate to Zhejiang province and cannot be readily generalised to other parts of China, although similar research may need to be undertaken elsewhere.The introduction should clearly define the 3 distinct types of GPs and the training required for each category.. The " Methods " refers us to reference 9.
This seems inadequate and is why I am concerned that ref 9 is not a repeat of this work. But then what follows is a detailed description of the Qual and Quan study methods. This is confusing and needs clarification. How many items are in the questionnaire? How long did it take to complete. I presume the questionnaires were administered by community health workers. Is this so?Is the Questionnaire available on request to other researchers? It is stated that hospital or CHS visits were categorised as none or " at least one" . Would be useful to know if other groupings are used e.g. 2-5 6-10 and if frequency of visits influenced public opinion or attitude. Is this Table 3 ? The questionnaire was pilot tested for content validity.
What about reliability testing?How do the demographics of the respondents to the questionnaire match those of the local population? As there were 1248 respondents of whom 800 visited hospitals and 688 CHS i.e. 1488 total, clearly some visited both. this should be stated.I wonder if those who visited both had different views?? Does the research shed any light on how public opinion on important role of CHS and GPs might be changed? e.g. role of social marketing
REVIEWER
Yuan Zhaokang School of Public Health, Nanchang University P.R.China No Competing Interest REVIEW RETURNED 06-Jun-2017
GENERAL COMMENTS
Community Health Center provide primary care and preventive services in the three-tier health care system. This study reported patients' concerns about the competence of primary care providers (PCPs) and the general public's views towards CHS using a combined qualitative and quantitative approach. It is of reference significance for how to improve community health service and general practitioner's service ability. But there are still a few parts of the paper need to be improved. 1.It would be better if adding more independent variables in table 4.
2.The discussion part mainly discusses the result of qualitative analysis, and analyzes the quantitative results less.
3.How to randomly selected 45 to 50 respondents from each site? How to choose 13 individual and six focus group interviews from 6.95 million populations?
4.What is the source of the questionnaire design? Do you have any reliability and validity test?
5.Could you define the hospital in your survey?
6.In Table 1 and Table 2 , because of the title described the theme of table, the first column repeated with the table title. So it can be deleted.
7.It should be added"(%)"on the horizontal head of table 3, and it should be added a "total" at the end of the form of table 3. The data of Table 3 should be tested by chi-square test.
8.In table 4, it would be better if the "insured" can be distinguished workers' health insurance, resident's health insurance and the new rural cooperative medical insurance.
9.The top and bottom lines of tables (table3-5) should be bold.
VERSION 1 -AUTHOR RESPONSE
Reviewer: 1 Prof Leon Piterman Monash University, Australia Please state any competing interests or state 'None declared': Not really a competing interest but need to inform Editor that I am familiar with this research. I was an external examiner for Dr Wu's PhD. The research upon which this paper (in which she is a coauthor) is based formed part of the PhD.
Please leave your comments for the authors below Comment: China is attempting to review its delivery of primary health care by moving from a hospital based model to a community based GP focused model. This is being met with resistance from the community. Hence exploring the views of consumers to this shift which is the focus of this paper, is important.
Author: We appreciate the reviewer's comments and suggestions which substantially improved our manuscript. Please find our responses below and revisions accordingly in the manuscript. The complete questionnaire has 64 items. We asked the participants' demographic characteristics, factors they considered when finding source for healthcare, preferred source of care, use of outpatient services in the last year, expectations on medical professionals in the clinical setting, and views of CHS. In this article, we examined the respondents' number of visits to community-and hospital-based clinics (2 items), the associated demographic factors (5 demographic items were included in the regression models), and their experiences and views of community health services (10 items).
Completing the questionnaire took 10 to 15 minutes. We have added the information in the methods section. The questionnaires were distributed by our part-time surveyors who were university students and were trained before conducting the field work.
Comment 5. Is the Questionnaire available on request to other researchers?
Author: Yes, we are happy to make the questionnaire available to other researchers on request.
Comment 6. It is stated that hospital or CHS visits were categorised as none or " at least one". Would be useful to know if other groupings are used e.g. 2-5, 6-10 and if frequency of visits influenced public opinion or attitude. Is this Table 3 ? As there were 1248 respondents of whom 800 visited hospitals and 688 CHS i.e. 1488 total, clearly some visited both. This should be stated. I wonder if those who visited both had different views?
Author: We ran Chi-squared tests on the views of primary care practitioners by: 1) use CHS only and use both types of services 2) number of visits to CHS. Differences in their views of primary care practitioners (10 items) between use CHS only and use both types were all insignificant. But there are differences in some items by different number of visits (please see the table below). There is a trend that the more visits they paid to CHS, the more likely they showed positive perceptions of primary care practitioners, including seeing a regular primary care doctor, primary care practitioners caring about my mental health status, keeping a good relationship, and putting patients' interests at first place. However, a higher percentage of participants who visited CHS more often reported a purpose for refilling medications, compared to those who visited less frequently.
We also ran multivariable logistic regression to examine correlates of patients' views of PCPs. After controlling for sex, insurance status and income, multivariable logistic regression analysis revealed that, compared to the age group 18-39, those aged over 60 were significantly more likely to have reported the purpose of refilling medication at CHS (AOR=5.59, 95%CI 2.62-11.92), and that PCPs cared about their mental health (AOR=2.04, 95%CI 1.00-4.13). Age was an influencing factor because elderly people were more likely to have diagnosed with chronic conditions hence required long-term medication treatment. Visiting over 10 times in the last year had a significant positive correlation with reporting PCPs caring about their mental health (AOR=3.42, 95%CI 1.33-8.81), keeping a good relationship (AOR=3.08, 95%CI 1.23-7.69) and putting patients' interests as the priority (AOR=2.97, 95%CI 1.19-7.39), compared to those who paid 1-3 visits. A possible explanation was that frequent contact with the PCP led to a better rapport between the PCP and the patient. We have added a description of these findings in the main text, as well as a discussion point.
Comment 7. Does the research shed any light on how public opinion on important role of CHS and GPs might be changed? e.g. role of social marketing.
Author: the study did identify that more frequent contact with PCPs may contribute to positive public opinions of PCPs, irrespective of the reasons. This may suggest that future actions can aim to increase patients' contact with PCPs first among patients who seldom use CHS services, in order to build up rapport between the two parties. Social marketing is a potential intervention to achieve this.
Comment 8. The questionnaire was pilot tested for content validity. What about reliability testing?
Author: This questionnaire has not been validated against outcomes formally other than the face and content validity. The questionnaire aims at learning the attitudes and behaviours of the participants, but not serving as a composite measure of a certain domain, hence other validation (like construct or discriminant validity) may not be necessary in view of our limited resources. Moreover, all questions are very straightforward with minimal ambiguity and hence chances of inconsistency in the responses should be small. We have added the information in the methods.
Comment 9. How do the demographics of the respondents to the questionnaire match those of the local population?
Author: according to the 2010 Hangzhou census data, females in central Hangzhou accounted for 48.77%, and those aged over 60 accounted for 13.4%. Nearly one fourth (24%) obtained postsecondary or higher education. This study was conducted in 2014. The proportions of elderly population and better educated were expected to be higher than those in 2010. Our sample were relatively younger and probably better educated than the average. A possible explanation is that we recruited our respondents from Central Hangzhou (a population of 6.95 million), instead of from Greater Hangzhou (8.70 million) including those in rural areas of Hangzhou. Considering the trend of young people migrating to urban areas for work, we assumed our sample was representative of the urban population to some extent.
Reviewer: 2
Yuan Zhaokang School of Public Health, Nanchang University, P.R.China Please state any competing interests or state 'None declared': None Please leave your comments for the authors below Community Health Center provide primary care and preventive services in the three-tier health care system. This study reported patients' concerns about the competence of primary care providers (PCPs) and the general public's views towards CHS using a combined qualitative and quantitative approach. It is of reference significance for how to improve community health service and general practitioner's service ability. But there are still a few parts of the paper need to be improved.
Author: We appreciate the reviewer's feedback. We believe that the suggestions helped us improve the manuscript substantially. Please find our responses accordingly.
Comment 1. It would be better if adding more independent variables in table 4.
Author: we have excluded education and employment status in the logistic regression modelling because education, employment status and income were correlated with each other. We considered that including all 3 variables were inappropriate due to multicollinearity that would lead to unstable estimate with extremely large variability mathematically.
Comment 2. The discussion part mainly discusses the result of qualitative analysis, and analyzes the quantitative results less.
Author: Generally, qualitative and quantitative results were complementary to each other in this study. Quantitative survey triangulated the qualitative findings in a larger sample and qualitative findings help explain the quantitative findings in more depth. But we also added discussions about new quantitative findings in this revision based on the suggestions.
Comment 3. How to randomly selected 45 to 50 respondents from each site? How to choose 13 individual and six focus group interviews from 6.95 million populations?
Author: Thanks. As to the selection of respondents for the survey, we initially planned a household survey yet the implementation was very challenging. We were not able to conduct a household survey due to limited funding. Further, we discussed with local collaborators that a household survey might also introduce unexpected selection bias as young people were presumably at work during daytime, leaving elderly people and children at home. In such a situation, we might be more likely to recruit elderly people in the survey. Our local collaborators also advised us that asking the participants to mail back the questionnaire was very inefficient and likely to have a very low response rate. We hence sought a less ideal but more practical alternative. After we randomly sampled the communities, individual participants were randomly selected and approached with the assistance of the local resident committees.
In qualitative research, it is common to purposively (non-probability sampling method) sample participants with different background and demographic characteristics and who are more likely to disclose rich information for a topic of interest. As qualitative studies are good at answering why and how questions, numbers are not that important relative to the quantitative survey. We had a sampling framework. For individual interviews, we sampled based on age, education levels, income levels, and whether they were diagnosed as having chronic conditions or not because these elements were key factors influencing health seeking behaviors based on existing literature.
Group interviews were mainly arranged based on age groups with flexibility allowed. Group interviews were generally more difficult to arrange. As we aimed to encourage group interaction and dynamics during the discussion, we believed arranging it by age was appropriate because people might feel more comfortable talking to their peers.
Comment 4. What is the source of the questionnaire design? Do you have any reliability and validity test?
Author: The questionnaire was design based on existing literature as well as the qualitative interview findings. This questionnaire has not been validated against outcomes formally other than the face and content validity. The questionnaire aims at learning the attitudes and behaviours of the participants, but not serving as a composite measure of a certain domain, hence other validation (like construct or discriminant validity) may not be necessary in view of our limited resources. Moreover, all questions are very straightforward with minimal ambiguity and hence chances of inconsistency in the responses should be small. We have added the information in the methods.
Comment 5. Could you define the hospital in your survey?
Author: Thanks. We provided a definition of different kinds of health facilities for our respondents on the questionnaire cover page. Please find our definitions used in the questionnaire below: Community health facilities mainly refer to community health centers (CHCs) and community health stations (CHSs). Community health stations were also called community clinics, medical clinics or health clinics by local inhabitants. It usually locates in a community or a work unit and is staffed with 2 to 5 health workers. They provide basic medical care, nursing, injection or intravenous infusion services, refill and dispense medications. Community health centers were called health centers, district hospital or township hospital. Normally one street district has one community health center. Some organizational hospital is similar to a community health center, for example, a university hospital. Such health facilities usually have several dozens of health workers, even over 100 for some. They provide basic medical care, rehabilitation services, health check-ups, laboratory tests, X-ray or B-ultra sound tests. They also provide preventative services for women and children. Some may offer dental care and traditional Chinese medicine. Big Hospitals mainly refer to tertiary and secondary hospitals. It includes provincial hospital (e.g. The First Hospital of Zhejiang Province) and most city-level hospitals (e.g. Hangzhou First People's Hospital). They provide specialized care for patients who need referral care as well as inpatient services. Usually, these hospitals are equipped with more than 100 hospital beds.
Comment 6. In Table 1 and Table 2 , because of the title described the theme of table, the first column repeated with the table title. So it can be deleted.
Author: Thanks. We have deleted the first column and renamed the themes as "Perceived roles of community health services" and "Perceptions of primary care providers".
Comment 7. It should be added "(%)" on the horizontal head of table 3, and it should be added a "total" at the end of the form of table 3. The data of 
GENERAL COMMENTS
The authors seem to have addressed many of the comments made in the initial review. 2. How to randomly selected 45 to 50 respondents from each site? And how to choose 13 individual and six focus group interviews from 6.95 million populations? Moreover, P5/63,line 51,"we approached participants with the assistance of community workers", Is there a selection bias that exists?
REVIEWER
3. P15/63, the data in the text is not consistent with the data in the Table 3 , from P15/63 line 46 to P16/63line 13.which table the results of multiple logistic regression analysis come from?
4.The last column of the Table 3 , should it remove the "χ2 test"？ Because the last column of the Table 3 shows the "p value".
5. P18/63, the data in the text is not consistent with the data in the Table 4 , please check the data whether there is a mistake.
6. The content of Page 18/63 is repeated with page 15/63, please check the two parts content.
7. The content of the discussion is not closely related to the results, especially with the quantitative data, suggest the author further discussed.
VERSION 2 -AUTHOR RESPONSE
Comment 1. What is the source of the questionnaire? Is it citing other people's questionnaire, or using homemade questionnaire? and what is the reliability and validity of questionnaire?
Author: The questionnaire was design based on existing literature as well as the qualitative interview findings. Demographic items were developed according to those most commonly used in previous research. Patients' views towards primary care providers were developed based on Good Medical Practice published by General Medical Council in the UK. Please find the link for the Good Medical Practice: http://www.gmc-uk.org/guidance/good_medical_practice/contents.asp. Other items to reflect the unique Chinese setting were also added based on qualitative interview findings. This questionnaire has not been validated against outcomes formally other than the face and content validity. The questionnaire aims at learning the attitudes and behaviors of the participants, but not serving as an instrument for a composite measure of a certain domain, hence other validation (like construct or discriminant validity) may not be necessary in view of our limited resources. Moreover, all questions are very straightforward with minimal ambiguity and hence chances of inconsistency in the responses should be small.
Comment 2. How to randomly selected 45 to 50 respondents from each site? And how to choose 13 individual and six focus group interviews from 6.95 million populations? Moreover, P5/63, line 51,"we approached participants with the assistance of community workers", Is there a selection bias that exists?
Author: Thanks very much for raising this concern that allows us to explain the complication here. The sampling procedures for the qualitative and quantitative studies were quite complicated in practice that we could not explain in details in the manuscript For the quantitative study, random sampling is an impossible task in the current setup as a sampling frame is not available from any site. Moreover, we would not be able to sample anyone in the randomly chosen site without the assistance of the community workers. The community workers mainly helped to invite the residents to participate in the study and prove the identity of the research assistants to the participants. A booth had been set at the entrance of the site and we invited one out of every 10 residents who passed by the booth. We believed that this is one of the best sampling procedures we could plan, afford and practice, while keeping the selection bias to a minimum level. We clarified this in the manuscript.
The sampling procedure for the qualitative study was very different from that of the quantitative study. A random sampling procedure was not necessary. The samples for qualitative inquiry are generally assumed to be selected purposefully to yield cases that are "information rich" with no clear guidelines for conducting purposeful sampling in mixed methods implementation studies, particularly when studies have more than one specific objective (see Patton, 2002) .
As stated in Palinkas et al. (2015):
"Purposeful sampling is a technique widely used in qualitative research for the identification and selection of information-rich cases for the most effective use of limited resources (Patton, 2002) . This involves identifying and selecting individuals or groups of individuals that are especially knowledgeable about or experienced with a phenomenon of interest (Cresswell & Plano Clark, 2011) ."
and "Qualitative methods are, for the most part, intended to achieve depth of understanding while quantitative methods are intended to achieve breadth of understanding (Patton, 2002) . Qualitative methods place primary emphasis on saturation (i.e., obtaining a comprehensive understanding by continuing to sample until no new substantive information is acquired) (Miles & Huberman, 1994) . Quantitative methods place primary emphasis on generalizability (i.e., ensuring that the knowledge gained is representative of the population from which the sample was drawn). Each methodology, in turn, has different expectations and standards for determining the number of participants required to achieve its aims. Quantitative methods rely on established formulae for avoiding Type I and Type II errors, while qualitative methods often rely on precedents for determining number of participants based on type of analysis proposed (e.g., 3-6 participants interviewed multiple times in a phenomenological study versus 20-30 participants interviewed once or twice in a grounded theory study), level of detail required, and emphasis of homogeneity (requiring smaller samples) versus heterogeneity (requiring larger samples).
The main purpose of the qualitative study was to generate themes and information for the design of the questionnaire so that the investigators know what items needed to be included in the questionnaire, and hence selection bias is not a problem for the qualitative study. Table 3 , should it remove the "χ2 test"？Because the last column of the Table 3 shows the "p value".
Author: Thanks. We meant to present the p value based on the χ2 test.
Comment 5. P18/63, the data in the text is not consistent with the data in the Table 4 , please check the data whether there is a mistake.
Author: The table and the corresponding paragraph were newly added in the last revision. We double checked the text and the table -the statistics should be consistent.
As from point 3 above, we had also run the multiple logistic regression analyses for the items in Table  3 , but we did not report the results in a table because of the complex table would cause confusion to the readers. We have separated the two parts of the analyses into two paragraphs to minimize the confusions.
Comment 6. The content of Page 18/63 is repeated with page 15/63, please check the two parts content.
Author: Thanks very much for point this out. We have removed a repetitive paragraph.
Comment 7. The content of the discussion is not closely related to the results, especially with the quantitative data, suggest the author further discussed.
Author: Thanks to the reviewer for being critical. Our quantitative results revealed 3 main findings: 1) higher demand of hospital-based outpatient services than the community-based outpatient services 2) those with higher household income, urban residents covered by URMI and UEMI, and those with a chronic condition were more likely to use hospital-based services 3) different views towards primary care providers by age and number of visits to CHS.
We have discussed the first two main quantitative findings in the first three paragraphs in Discussion, reflecting on existing literature and our qualitative findings. As to the different views between age groups, we added a sentence at the end of the third paragraph to explain why this is the case. Different views towards primary care providers by number of visits to CHS were used as evidence to support our statement in the fifth paragraph "providing aforementioned quality services to patients in need can gradually build up a rapport with the patients, and regain trust" because "more contact with PCPs may contribute to positive public opinions towards PCPs regardless of the reasons for encounters".
